under peribulbar anesthesia. During the hydration of the incisions, the main port incision was noted to be leaky. A possible disruption in the graft-host lamellar interface was suspected intraoperatively, due to the inner lip of the main port incision opening in the lamellar interface. The incision was closed with two interrupted sutures of 10-0 nylon, and the globe was well-pressurized by forming the anterior chamber (AC) with balanced salt solution followed by the injection of an air bubble. On the postoperative day 1, PVA was 20/400 with mild graft edema, AC was well formed, and the air bubble was in the upper third of the AC. On the follow-up at two weeks, the patient reported further diminution of vision for seven days. PVA had decreased to "hand motion" close to the face, and there was significant graft edema along with 
DISCUSSION
Even after complete healing, the tensile strength of corneal wound is less than that of the intact cornea. The lamellar interface heals with weak adhesions as observed clinically by the ease of lifting of LASIK flap even years after surgery. [2, 3] The probable reason for lamellar detachment occurring twice in a short span, in this case, could be the clear corneal incision traversing the lamellar interface, leading to the opening of this potential space by the continuous infusion of fluid from the AC during phacoemulsification and in the early postoperative period and by the C3F8 bubble later on. Performing phacoemulsification through a scleral tunnel instead of a clear corneal incision may help avoid this complication.
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